RESULTS: Robotic left nephrectomy and level II caval thrombectomy was performed successfully via a single-dock, supine approach. This method yielded excellent and early access to the IVC and left renal hilum, and allowed for concomitant nephrectomy/LND without re-positioning. Total operative time was 420 minutes with 330 minutes robotic console time (174 minutes for exposure, 27 minutes IVC clamp time, 84 minutes for nephrectomy/LND). EBL was 500cc without need for peri-operative transfusions and no intraoperative complications. Length of stay was 5 days and no major perioperative complications were noted. Outcomes compare favorably to previously reported robotic caval thrombectomy procedures employing the lateral approach.
INTRODUCTION AND OBJECTIVES: Current paradigms in partial nephrectomy (PN) for localized renal tumor support a minimally-margin size with limited ischemia where possible, even in the most complex of cases. However, there is as yet no standardized assessment or planning procedure for Robotic partial nephrectomy (RPN).
METHODS: Here we present our technique for Robotic Partial Nephrectomy Precision Surgery. This technique combines patientspecific imaging assessment by Virtual PN and surgical navigation intra-operatively with cognitive fusion.
RESULTS: Case1: The 49-year-old woman, with right nonfunctional kidney was referred by the 5.2cm left renal tumor located in the renal hilum and tumor thrombus in the renal vein in a functional solitary kidney. The tumor biopsy revealed the clear cell carcinoma. After administration of molecular targeted medicine for 6 months with tumor shrinkage to 4.7cm, R.E.N.A.L. nephrometry score 10a, RPN was conducted. Preoperative Virtual PN revealed that the selecting clamping was not appropriate for this case, and provided the case specific margin size (1-2mm) and anatomical visualization of the intrarenal structures, tumor, renal arteries, veins, tumor thrombus, and renal pelvis, and their location in color-coded manner. RPN was performed with intra-operational image guidance in 19 min warm ischemia time (WIT), 50ml estimated blood loss (EBL), and negative surgical margin. Post-operative creatinine level was same as pre-operative level 0.89, and the dialysis was not required. Case 2: 56-year-old woman with totally endophytic renal tumor sized in 2.5cm and the nephrometry score was 8a was underwent RPN. Prior the operation, the 3rd arterial branch was identified for the point of selective clamping by the Virtual PN. RPN was performed with intra-operational image guidance of the targeted artery, with WIT being 18 min, with EBL being 100ml and with negative surgical margin. Pre-operative creatinine was 0.59 and postoperative creatinine was 0.58. There were no complications in either case.
CONCLUSIONS: Robotic Partial Nephrectomy combined with 3D navigation, Virtual PN, and intra-op surgical navigation may allow "Precision Surgery" to preserve renal function by minimizing the excision margin and limiting ischemic area.
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V3-05 ROBOTIC ASSISTED LAPAROSCOPIC TUMOR ENUCLEATION WITH ARTERY HYPOTHERMIC PERFUSION COMBINED WITH NEOADJUVANT TARGET THERAPY FOR A MULTIFOCAL SOLITARY KIDNEY CANCER
Xiaozhi Zhao*, Hongqian Guo, Nanjing, China, People's Republic of INTRODUCTION AND OBJECTIVES: Our patient is a 61 year old female who underwent radical nephrectomy on the right side 8 years ago. Multiple renal masses were found by ultrasound during the latest follow up. Subsequent imaging confirmed 3 tumors in the left kidney with 5.5cm in the greatest dimension.
METHODS: This patient underwent 3 circles of neoadjuvant target therapy with Axitinib. All of three tumors shrinked after therapy with decreased enhancement and clearer tumor capsule in the CT imaging. A balloon was placed into the left renal artery by an interventional radiologist before surgery. We began the procedure by mobilizing the colon. Then we identified the renal vein and all of its branches. After the lumbar vein was disconnected, the renal artery can easily be dissected. After defat, the kidney was totally mobilized. After occlusion of the artery, the renal vein was clamped. During infusion of cold Ringer's solution, we started enucleation from the largest tumor. The parenchyma close to the tumor was resected until the capsule was identified. The tumor was enucleated by combining sharp and blunt dissection using tumor capsule as the anatomical landmark, with no visible rim of normal parenchyma. Tumor thrombosis was find invading into the branch of the renal vein and was separated from the tumor. The second tumor was identified at the edge of the first tumor and was enucleated with the same technique. The thrombosis was resected and no visible tumor was left on the tumor bed. Collecting system was found ruptured and was closed by running suture with 3-0 monofilament. No additional suture was performed on the tumor bed. The parenchyma defect was closed with horizontal interrupted 2-0 Monocryl sutures with Hem-o-lok clips placed on the kidney capsule. The third tumor at the upper pole was enucleated similarly. Once the stitches were placed, the clamp of the renal vein was removed and occlusion of the artery was released.
RESULTS: Perioperative date revealed estimate blood loss of 200 ml and warm ischemia time of 68 minutes. The patient underwent anuria for 2 hours and the serum creatinine elevated to 3.4 mg/dl 48 hours after surgery and dropped down to 1.5mg/dl after one month. In the past decade, the options of targeted therapy agents, for the treatment of advanced and metastatic renal cell carcinoma (RCC) has significantly increased. This increase has lead to a migration of targeted therapy agents from salvage to the neoadjuvant setting for large Vol. 197, No. 4S, Supplement, Friday, May 12, 2017 THE JOURNAL OF UROLOGY â e289
